Sexual harassment and abuse: when the patient is the perpetrator
A young female physician receiving unwelcomed sexual attention from a patient and feeling unsafe is not a new problem. However, these encounters destabilise patient-physician relationships and can have negative consequences for the physician's future. The patientphysician relationship is founded on trust and entered into by mutual consent. 1 Now that more than 50% of medical students in the UK and the USA are women, systematic approaches are needed to ensure that female clinicians can safely treat patients in populations where sexism is common. 2, 3 The UK General Medical Council (GMC) and the American Medical Association define sexual harassment as unwelcomed attention or behaviour that a person finds offensive and that makes them feel unsafe and uncomfortable. 4, 5 The US National Academies of Sciences, Engineering, and Medicine divides sexual harassment into gender discrimination, unwanted sexual attention, and sexual coercion. 6 They note that female medical trainees report vastly higher rates of sexual harassment than trainees in the sciences or engineering. [6] [7] [8] Yet the governing bodies for medical trainees-eg, the Liaison Committee on Medical Education and Graduate Medical Education (USA), GMC (UK), Committee on Accreditation of Canadian Medical Schools, Medical Board of Australia, and the German Medical Association-limit their guidance to peer and supervisor-initiated sexual harassment. There is no clear guidance on how to respond to patient-initiated sexual harassment and abuse when the physician is tasked with caring for the health of the patient, while at the same time potentially diminishing her own health or safety. 9 Traditional perspectives on patient-initiated sexual harassment have generally dismissed the effects on physicians as simply a hazard of the job that should be handled by physician resilience. However, sexual harassment needs to be addressed directly and proactively. There should be clear, written expectations and responsibilities about how patients and providers should behave in clinical settings (universal codes of conducts). Additionally, clear guidelines and policies on patient-initiated sexual harassment must be developed. Policies must support the physician and ensure that the patient continues to receive appropriate medical care.
Extrapolating from work on racist patients, 10 we provide an algorithm to guide physicians and medical trainees in balancing their obligation to provide effective and appropriate care with their need to work in a safe and respectful environment (figure). The pivotal question in the algorithm for a physician or trainee is "do you feel safe?" If a physician feels safe, the patient's behaviour needs to be clearly and firmly addressed. If a physician feels unsafe, it is the physician's right to excuse herself from the patient encounter as safely and quickly as possible while seeking help from a colleague or supervisor. All instances of patient-initiated sexual harassment should be reported to the appropriate leadership (their division, department, programme, or hospital leadership). At the physician's discretion, the patient's care can be transferred to a different provider. Institutions have an obligation to support the decision of the physician while caring for the patient.
Ensuring the safety and wellbeing of physicians is an ethical imperative. Doing so fosters a diverse workforce, reduces contributors to work dissatisfaction and burnout, and can help retain female physicians in academic medicine-all of which contribute to improved care for patients. 6, 11, 12 Institutions have a responsibility to provide a road map for navigating these encounters, and accrediting and governing agencies should offer guidance to member organisations.
For too long, patient-initiated sexual harassment and abuse have been dismissed and neglected. Governing bodies that oversee medical education and care must provide guidance and policy recommendations for addressing this problem, and teaching institutions and other health-care organisations must implement them. 13 The time is up for allowing trainees, clinicians, and the future pipeline of physicians to continue to operate in a world that once viewed sexual harassment at the hands of patients as just part of the job. 
Women making medical history: introducing A Woman's Place
In December, 2017, The Lancet issued a call for papers for its special theme issue on women in science, medicine, and global health. 1 The Comment outlined the gender inequalities in medicine that still persist, long after many overt barriers to women's participation have fallen. While that theme issue will be forward-looking, I believe we can also gain insights from looking to the past for examples of women who have made their mark against the odds, and by asking what it was about their particular circumstances that enabled them to do so. I had the privilege to write the biography of Dorothy Crowfoot Hodgkin (1910-94), the only British female scientist to win a Nobel prize. 2 She is celebrated for solving the structures of medically important molecules including penicillin and insulin. I came to understand how her family, and social, political, and economic environments gave her opportunities denied to other equally able women of her time.
In this new Perspectives column, A Woman's Place, I will explore the lives of women from different historical periods, geographical regions, and social circumstances who have reason to be remembered as pioneers in medical arenas. The title reclaims a sexist phrase used to belittle women as a statement of their right to be recognised in the medical pantheon. Some would preface such a series with claims about the subjects' having been "forgotten" or even "written out of history". 3 But the same is true, it has to be said, of most of their male contemporaries. Practising medicine is only rarely a route to celebrity.
Why, then, highlight these women? In every case they have engaged in a medically related field of work at a time, or in a place, when for a woman to do so was highly unusual or even unprecedented. As did Hodgkin, they raise questions about what it was about their circumstances that made it possible. Determination and ability are essential, but not enough: sometimes there has to be patronage, or a wider movement for women's education, or an opportunity to fill a gap, as often occurs in wartime.
Collections of lives of inspiring women are in vogue just now. 4 I hope readers might be inspired by the lives I write about, but that's not my main purpose. Instead, I want to show how women flourish in medicine when conditions are conducive to their doing so. Accordingly, I begin with the example of 18th-century Bologna, Italy, that nurtured one of the leading anatomical teachers of the age, Anna Morandi. 5 We declare no competing interests. This work was supported by US National Institutes of Health grants T32 HL7749-25 (EMV) and T32 DK007378-38 (ALO). We thank Theodore J Iwashyna, Deena Costa, and Eve Kerr for their guidance with this Comment.
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